hysician burnout is an escalating problem receiving little attention from health care leaders. Burnout is a long-term stress reaction which includes emotional exhaustion, depersonalization, and a lack of sense of personal accomplishment. Physician burnout rates range from 30-65 % across medical specialties, with the highest rates experienced by those at the front line of care, including emergency medicine and general internal medicine.
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hysician burnout is an escalating problem receiving little attention from health care leaders. Burnout is a long-term stress reaction which includes emotional exhaustion, depersonalization, and a lack of sense of personal accomplishment. Physician burnout rates range from 30-65 % across medical specialties, with the highest rates experienced by those at the front line of care, including emergency medicine and general internal medicine. 1 Recruitment of medical students into general internal medicine is worrisomely low, and may relate in part to the perceived stressfulness of a primary care career. Addressing burnout among general internists is a national imperative, as health care reform necessitates greater reliance on primary care. Burnout poses problems for both health care organizations and patients. While burned-out physicians attempt to maintain quality of care at their own expense, work conditions that result in burnout are associated with poorer care quality. 2 Burned out doctors are more likely to leave their practice, thus reducing access to care. Turnover sacrifices continuity, and replacement costs are at least $250,000 per primary care physician. Satisfied role models could make a difference in this steady drain on primary care, but it is getting harder to find them. The situation may be no better for hospitalist physicians, for whom burnout is also common. 3 Women physicians in national surveys have a 60 % higher burnout rate than that seen in men, yet the workplace remains largely unmindful of gender as a predictor of burnout. And despite known work condition challenges that contribute to burnout in clinics serving minority patients, few if any changes have occurred to improve this situation. Finally, models to prevent physician burnout are not well documented.
We offer suggestions for addressing these challenges. The fact that burnout is a long-term stress reaction allows time to measure and intervene. To combat burnout, organizations need to identify stress in its earlier stages (Fig. 1) , and choose programs to prevent burnout before it occurs. Following this quality improvement (QI) model for organizational self-care can produce a sustainable workplace for clinicians, with high quality and accessible care for patients (see Table 1 ).
INSTITUTIONAL METRICS
1. Ensure that metrics for institutional success include physician satisfaction and well-being. Any system that does not measure, monitor and optimize clinician wellbeing and sustainability is at risk. We suggest measuring the following metrics: predictors (e.g., work control, time pressure, pace of work [chaos] and values alignment between clinicians and leaders), and outcomes (e.g., physician satisfaction, stress, burnout and intent to leave the practice). Tools for these measures and their relationships with quality of care have previously been published 1,2 and short measurement tools are in development. Utilizing data in a continuous QI model would allow practices to address predictors of poor clinician outcomes and drive a decline in burnout rates. One mechanism to accomplish this work is to form a clinician wellness committee such as those at Stanford University led by Dr. Bryan Bohman and within the Permanente Medical Group of Kaiser Permanente directed by Dr. Betty Kung. These committees are staffed with divisional champions from across disciplines. Attention to healthy eating, exercise, and efforts to minimize stress hold great promise for decreasing burnout. There has been a dramatic increase in the amount of computer work required by primary care physicians. Strategies to address this include changing visit length to accommodate the extra work that computerized data brings, or adding "desktop" slots to daily schedules. Additional stresses have arisen from patient portals which increase after-hours communication. We propose measuring workloads, both direct (with patients) and indirect, as well as stress due to the EHR. These results should be part of an organization's "dashboard" of clinical outcomes.
WORK CONDITIONS
4. Address challenging work conditions in primary care clinics, especially those serving minority patients. Work conditions are more challenging in clinics serving minority patients. 4 Improving work conditions in these clinics will require leaders to provide sufficient clinical resources (supplies and equipment), room availability and access to specialists. Indeed, these "work condition quality metrics" will be useful for clinics serving all patients. 5. Cover predictable life events with clinician "float pools." A typical GIM division has 10 % less FTE than anticipated due to predictable life events; 5 certain scenarios can lead to a shortage of 20-30 % FTEs. Planning for life events with float pool coverage may be cost effective, as coverage raises morale and avoids burnout and turnover. 6. Develop practice models which preserve physician work control. Many health care organizations are "standardizing" to reduce variations in physician work (e.g., requirements for specific numbers of sessions per week, patients per session, etc.). While standardization may lead to better work role definition, it also reduces flexibility and control. The "demand-control" model of job stress shows that high work demands are mitigated by work control. In research in Swedish non-physician workers, removing control put workers at risk for high stress and adverse cardiovascular outcomes. To preserve work control, standardization must still allow clinicians to "customize" their schedules to allow space for their other clinical and non-clinical activities. 7. Support manageable primary care panel sizes, lengthened visits and enhanced staffing ratios. One PCMH demonstration project in Seattle reduced panel sizes, lengthened visits and supported teamwork through adequate staffing. This was accompanied by a sharp drop in burnout, yet costs were neutral and quality preserved. This suggests that altering staffing ratios may reduce stress and burnout. Leaders in PCMH care have recently called for "sharing the care" with expanded primary care teams. Thus, there is growing support for maintaining reasonable panel sizes and sufficient staff to co-manage these panels with clinicians. The unique aspects of hospital based medicine require a targeted approach that incorporates approaches to burnout prevention. Weekend, evening and night hours present unique challenges to worklife balance, while creating opportunities to provide time off during traditional weekday working hours. Successful careers will be more likely in hospitalbased medicine if academic hospitalists are effective in both "systole" (clinical work) and "diastole" (non-clinical work and time off). Balancing systole and diastole may prevent burnout by allowing hospitalists to develop skills and career paths in areas such as education, research and QI. 9. Promote career opportunities and advancement for parttime physicians. Flexible career policies including parttime work and shared medical practices (job sharing) between two physicians are critical for enhancing work/ life balance. In a large study of US physicians, those with the highest work/life balance had the lowest rates of burnout. 1 Part-time physicians are satisfied with their careers, provide high-quality care, and are less likely to leave their jobs. The gender differences in burnout identified among US physicians are not seen in the Netherlands, where 75 % of women physicians work part-time. Part-time options allow institutions to use a more flexible career life cycle approach to meet the needs of an increasingly diverse workforce and prevent burnout.
SELF-CARE
10. Prioritize physician self-care as an element of medical professionalism. Professionalism is defined by altruism and compassion in treating others. We propose that professionalism be extended to include how physicians care for themselves. Physician distress negatively impacts both physicians and patients. Adjusting traditional views of the "diligent, hardworking, self-sacrificing" physician to also prioritize physician self-care will take strong leadership.
Implementing these 10 suggestions will help attract learners to careers in general internal medicine and provide sustainability for those who practice it. Healthcare organizations may use these suggestions to begin a process to eliminate burnout. A QI agenda to decrease burnout is in the best interests of all physicians and patients. We invite others to join us in this journey.
